Introduction
There has been a tradition of gender silence and blindness in global health governance, particularly in the fields outside of 'traditional' gender health concerns, sexual and reproductive rights, and violence against women, and health care labour (Harman 2016; Tannenbaum, Greaves, and Graham 2016; Dhatt et al. 2018) . The field of emerging infectious disease (EID) outbreaks is an area where societal and economic gendered differences-and its effects on EID response-has a particular tradition of neglect and silence (Davies and Bennett 2016; O'Manique 2018) .
In the Asia Pacific, as elsewhere, gender impacts upon health. Health indicators for men and women have improved significantly in the last twenty years across the region (Mason et al. 2012, 6) . But health care burdens and health inequalities continue to be determined by gender. Nine out of ten maternal deaths in the Asia Pacific are preventable, and approximately 81 million women who want to avoid pregnancy lack access to safe and effective family planning methods (UN FPA 2017) . The region has yet to provide access to clean water and sanitation to a majority of households (UN ESCAP and UN Women 2018) . For women and girls, lack of safe water and sanitation increases their risk of illness associated with menstruation and childbirth; it also increases the household burdens on women-water collection and care of family members due to water-borne illnesses (UN Women 2018). Finally, the region continues to experience high annual rates of dengue, malaria, and tuberculosis infection, and there remains little understanding of the gendered impact of these diseases on families, access to education, income, long-term care and labour (Anker and Arima 2011; Mason et al. 2017) .
In the Asia Pacific illness can alter life course and income opportunities leading to intergenerational poverty (Commonwealth of Australia 2015, 5-6) . In this context, an infectious disease outbreak could have community-wide consequences. There is a critically important gender dimension here. Because opportunities for education and income are gendered (men have greater opportunities for both than women), so too is access to health care (Mason et al. 2012, 7) . The preponderance of women in domestic care-roles only exacerbates this problem (UN ESCAP and UN Women 2017, 10, 21) . In a health emergency, the region's imbalance in health care access and provision will increase gendered vulnerabilities. However, the promotion of gender equality and women's representation is absent in 60% of Australian aid health sector investments (OECD 2018, 41 ). 1 Australia is not unique here. Despite gender being an important influence on health knowledge and health behaviours, it is rarely appreciated as such in health research, the health aid sector, and health care practice (Hawkes and Buse 2013, 1783) . As recently found in the groundbreaking University College London 2018 Global Health 50/50 Report (Global Health 50/50 2018) , there is an endemic institutional neglect of gender inclusion policies in global health architecture. Outside of the reproductive and sanitation space, women are conspicuously invisible (Harman 2016) . In leadership positions in global health, women hold just over a third of global health faculty positions and a quarter of directorships in global health centres, but make up 75% of the health workforce worldwide (Talib et al. 2017) . Gender inequality in the health policy and health science space contributes to a lack of gender diversity in policy formulation, technical programs, and investment in global health, and, in this article, we may observe this phenomenon occurring in Australia's most recent and largest health aid investment package, the Indo-Pacific Centre for Health Security.
In the Department for Foreign Affairs and Trade (DFAT) Health for Development Strategy 2015-2020, the Australian Government states that reducing gender inequality in the Asia Pacific region is one of three goals for its health aid strategy, with the two other goals being to engage the private health sector and reduce poverty (Commonwealth of Australia 2015, 15). Australia's decision to prioritise the reduction of gender inequality through its aid program stemmed from former Foreign Minister, Julie Bishop's personal commitment to gender equality and women's empowerment (Shepherd and True 2014; True 2017, 228) . Given the Australian government's commitment to this goal and the life-altering course that health inequalities can have on women, it is important to think through the health dimensions of gender inequality and reflect on how these might be addressed in the area of EID response (Commonwealth of Australia 2017a, 90, 93) . This article examines Australia's largest health sector investment: the Indo-Pacific Centre for Regional Health Security. The Indo-Pacific Centre for Regional Health Security is Australia's highest profile health sector initiative but has the least number of gender inclusive provisions of any Australian aid program. In this paper, I will explain how this has occurred and what can be done to correct this problem. This paper unfolds in three parts. First, I detail the findings of the 2018 Global Health 50/50 report. Second, I evaluate Australia's performance against the report's criteria and look in more detail at Australia's health sector funding and its attention to gender equality. In the third section, I study Australia's largest health aid investment initiative, the Indo-Pacific Centre for Regional Health Security, and its gender inclusiveness.
This article argues that in Australia's largest health aid sector investment, the IndoPacific Centre for Health Security, there is a disconnect between the Australian government's gender empowerment objective and its relative absence of gender inclusion policies and objectives. There is a solution, however, to prioritise gender inclusion in all health aid sector programming. Specifically, to translate the Australia's gender inclusion practices already in women's health aid sector programming into the areas of health research and investment in EID outbreak response.
Global health's gender blindness
In 2018, the Centre for Gender and Global Health at the University College London released the Global Health 50/50 report. The report focuses on two areas: examining which global health programs (and organisation) are most gender-equitable and gender-responsive; and women's representation in the global health workplace (Global Health 50/50 2018, 3) . These two focus areas inform the seven criteria used to measure the gender equality provisions and women's representation across 140 global health organisations. They are: (1) Public statement of commitment to gender equality; (2) Gender defined in institutional policies and consistent with global norms; (3) Programmatic policies in place to guide gender-responsive action; (4) Sex-disaggregated data collected and reported; (5) Workplace policies and practices with specific measures to promote gender equality in place; (6) Gender parity in governing bodies and senior management; and (7) Gender of the head of the organisation, and of the governing body (Global Health 50/50 2018).
The 140 organisations included in the study were as follows: 18 public-private partnerships (i.e. The Global Fund to Fight AIDS, TB, and Malaria, Nutrition International), seven organisations and agencies from the UN system (including WHO and UN Women), 13 bilateral and multilateral development partners (the top ten bilateral donor agencies were selected, based on OECD 2005-2016 data, along with partners African Union, European Commission, and World Bank), 2 12 philanthropic agencies, 40 global (transnational) civil society organisations, 44 private sector companies, and six consultancy companies (Global Health 50/50 2018, 38-44) . Selection rationale was organisations working on health, on advocacy and service delivery pertaining to health, for profit and public sector health delivery, and companies/consultancy firms with an interest in health or engagement in health targets pertaining to the Sustainable Development Goals (Global Health 50/50 2018: 35) .
The report is explicit in its normative and empirical agenda: 'inadequate attention and action on gender norms prevent global health organisation from delivering results that leave no one behind, and from building more equitable, innovative and effective workplaces' (Global Health 50/50 2018, 5) . First, I should clarify that gender is not a synonym for sex. Gender refers to particular social attributes and opportunities ascribed to being male or female. The report advances an instrumental understanding of why gender-responsive health programming and gender-equitable health workplaces needs to occur, claiming it will lead to 'effective organisations and more equitable health outcomes' (Global Health 50/50 2018, 5). The report was well received because it 'provides an evidence-informed analysis of the gender policies of a large sample of leading global health organisations and organisations', which revealed a number of institutions continue to be exhibit a 'reluctance to apply a gender lens to [its] programming' (Clark 2018) . Of course, it was not the first to find that men continue to hold most positions of power and authority in the health sciences, in international organisations (both Bretton Woods and non-government), and in private companies (Chappell 2013) . What it did though was emphasise that gender mainstreaming is not the norm in the global health field. In a number of respects, the legal, military, and political sectors have further advanced in their effort to define and address gender mainstreaming in institutional practice than the health sector (Aggestam and Towns 2018) .
This report serves to explain why gender is rarely discussed in the health field outside of the 'women's health' areas. Few of the global health organisations studied in the reportwhether research institutes, donors, or philanthropies-have adopted a gender mainstream approach. What this means is that few organisations understand, investigate, and collect evidence on the 'drivers, behaviours, and health outcomes from a gender perspective in a significant way' (Clark 2018) . This report points to and explains gaps already identified in international relations and international political economy research on the need to better understand the distinct health consequences faced by women and girls affected by armed conflicts (Center for Reproductive Rights 2017), infectious disease outbreaks (Davies and Bennett 2016; Harman 2016) , and the global financial crisis (Elson 2010; Mohindra, Labonté and Spitzer 2011) .
Across the seven 'types' of organisations the UN system, followed by the bilateral and multilateral donors were the strongest performers in four of the seven criteria: meeting commitments to gender equality; including a definition of gender in institutional policies; including gender-responsive action in programmatic policies; and collection and reporting sex-disaggregated data (Global Health 50/50 2018, 22-27) . The UN system performed well (100%) in having workplace policies for gender equality, while the bilateral and multilateral donors came in at 38% for this domain. Where both UN system and bilateral/multilateral donors levelled out in their performance was gender parity in senior management and governance. Notably, while both organisations struggle to meet equitable representation in their governance, board, and workplaces; they outperformed all the other organisations for including gender equality provisions in programming.
Global health civil society organisations (CSOs) and non-government organisations (NGOs) scored a strong record of institutional commitment to gender equality (62%) and gender-responsive programming (60%); but the report found that less than a half of global health CSOs and NGOs (40%) collect and report sex-disaggregated data. In the private sector, only 18% of the surveyed organisations explicitly commit to gender equality and 16% of private organisations refer to gender-responsive programming; but none of the private organisations surveyed define gender in their statements or programs. Disturbingly, given philanthropic foundations are now 'significant players in the health and reproductive health sectors' (OECD 2018, 31) , their scores for gender equitable programming and women's representation was not strong. Only 33% of philanthropic donors collect and report sex-disaggregated data; 17% have gender responsive programmatic strategies; and references to gender equality and international recognised definition of gender was used, respectively, by 23% and 8% of philanthropies (Global Health 50/50 2018, 22-23) .
The report shows feminist methods and practices continue to be absent in global health workplaces. By extension, this affects their program development and implementation. Consider that even amongst the 40% of organisations that focus on the health of women and girls, the majority of them (72%) do this without a gender-responsive framework to guide and inform implementation of the health program (Global Health 50/50 2018, 11). Two-thirds of global health organisations do not disaggregate their program by sex, and only one of the 140 organisations surveyed disaggregate for transgender populations (Global Health 50/50 2018: 12). Gender knowledge gaps in global health means that we know only half the story of what works and what fails in the health care sector. Women can be readily identified as providers of health care and recipients of health care, but women's leadership and gender inclusive practices and methods (i.e. sex disaggregated data collection) is rare in global health policy and programs. Gender mainstreaming studies have pointed to the significance of transnational feminist networks in supporting local and national feminist movements (Htun and Weldon 2012) . The Global Health 50/50 report indicates that outside of feminist advocacy networks, gender-inclusive practices in healthcare related CSOs and NGOs is rare. Overall, the Global Health 50/50 illustrates the pervasiveness of a silo-approach to gender inclusion in health sector programs.
Australia's health aid sector
The Global Health 50/50 report does not provide a regional comparison of performance in gender equitable health program delivery. As such, we have little understanding of which regions are most affected by the gender-responsive programming gaps identified in the report. From the Asia Pacific region, only one bilateral agency was included in the report, the Japan International Cooperation Agency. Japan's aid agency rated strong (green) for its commitment to gender inclusion in the organisation's structure, workplace policies, and health assistance programming; it scored 'red' for its failure to collect sex-disaggregated data and no female appointments in senior executive level positions within the agency. Japan may be one of the 10th largest OECD donors, but its investment in health is only 3% of its total aid budget (OECD 2018). Australia, the next Asia Pacific state to sit highest on the OECD DAC 10-year trend for development assistance at 13th (OECD 2017, 141), was not included in the Global Health 50/50 report, but has an aid program that contributed double that of Japan (7.8%). In addition, given Australia has signified a strong commitment to gender equality as one of its five strategic priorities, its aid program is an illustrative case to consider how a self-proclaimed gender equality engaged institution is approaching gender responsive health sector programming.
The Australian government is a significant contributor to gender equality and health assistance programming in the Asia Pacific. From the Asia Pacific region, Australia's ODA package is second to Japan (the difference in aid volume is considerable-Japan's ODA is 11.48 billion USD compared to Australia 2.96 billion in 2017; OECD 2018). Australia contributes 56% of its total aid budget to the Asia Pacific, and in 2016, 72% of Australia's bilateral aid budget listed gender equality and women's empowerment as one of the program's principal objectives (OECD 2018, 41) . The Australian government department responsible for Australia's aid budget, the Department of Foreign Affairs and Trade (DFAT), stated in its 2017 White Paper that 'Australia's foreign policy pursues the empowerment of women as a top priority' (Commonwealth of Australia 2017a, 93). While there was (understandably) strong criticism that the White Paper dedicated only one page to explaining how the government would pursue the empowerment of women (Boyd 2017 ; Harris Rimmer 2017), Australia's financial commitment to gender equality demonstrates it takes the commitment seriously. In 2016, 72% of Australia's bilateral aid referred to gender equality and women's empowerment-this is a 24% increase from the previous year and double the ODA commitment average, which is 36.5% (OECD 2018, 41) .
The sectors that received the lowest investment from Australia's gender-specific programming, however, were health (40% of programs supported gender equality as a principal objective) and water and sanitation (40%) (see Figure 1) . Investments in population and reproductive health are 100% supportive of gender empowerment, as is education (OECD 2018, 41) . The health sector program-excluding reproductive health-was the lowest funded sector within the gender empowerment stream but Australia's second highest investment in social service aid (the first is education, which is the strongest performance in the aid sector for gender equality programming). Given the Australian government's strong commitment to gender-specific programming and, as we will discuss next, the health aid strategy referring to gender equality as one of its five investment pathways, why is health aid investment a neglected area in gender equality programming? 3 In 2015, the Australian government identified five 'investment pathways' to 'collectively address the region's health security challenges' (Commonwealth of Australia 2015, 8). The first program, 'Core public health systems and capacities in key partner countries', concentrates on funding health system strengthening, both public and private sector in-country. This program has adopted an explicitly gender focus in stating that 'We will also seek to address the financial, social, and cultural barriers for women, children, poor people, and people with a disability, to access essential health services' (Commonwealth of Australia 2015, 8). There is mention of strengthening civil society organisations to be active partners in health care advocacy, with attention to women's voices and participation. Development and training are also included as providing opportunity for women's representation in more senior public and private sectors roles in the health care (though it should be noted that attention to gender parity in the training delivery is not mentioned) (Commonwealth of Australia 2015, 9).
'Combatting health threats that cross national borders' is the second program. This program is now the largest recipient of pathway funding (of the five programs) with a $300 million investment over five years (Bishop 2017) . This pathway program is explicitly engaged with regional health 'risks' and 'threats'-namely, the spread of infectious disease outbreaks due to a combination of factors associated with weak governance and health system capacity. Specific mention is given to the factors that are increasing pressure on weak public health systems in our region are rapid urbanisation, the movement of people across and within borders, conflict, sub-standard medicines, unregulated health markets, and natural disasters. The highest priority disease threats are those that cross borders and potentially affect whole populations. They include preventable infectious diseases such as measles, TB, malaria, HIV, and human and animal-to-human influenzas. Resistance to drugs for malaria and TB is also a major health threat in our region. (Commonwealth of Australia 2015, 9) The outbreak of Ebola virus disease in West Africa in 2014-2015 is raised, with specific mention on the fact that the combined total of humanitarian assistance provided to Guinea, Liberia, and Sierra Leone to end the Ebola outbreak was three times if donors had prioritised investment in health systems strengthening in the first place. Notably, in this program, there is no mention of mainstreaming gender empowerment or equality in 'harnessing political leadership, technical support, and financing mechanisms needed to address regional and cross-border infectious disease threats.' (Commonwealth of Australia 2015, 11). In this second program, there is no mention of gender-sensitive participation and inclusion. This is a point I return to below.
The third program, 'A more effective global health response', is dedicated to funding the UN system, development banks, and health funds like the Global Alliance for Vaccination and Immunisation (GAVI), and to monitor these investments to ensure that they deliver on Australia's aid effectiveness test.
The fourth program, 'Access to clean water, sanitation, hygiene, and good nutrition as pre-conditions for good health' is dedicated to improving investment in water, sanitation and hygiene (WASH) and in nutrition. In this program, there is an explicit focus on addressing gender inequality in this program. Lack of safe water as a prenatal and postnatal risk, risk of infection and personal violence due to lack of access to sanitation, and high care burden due to no access to water and sanitation are noted in this program. There is a clear link between WASH and gender equality in this program (Commonwealth of Australia 2015, 12-13). In the 2017-2018 budget the Australian government announced that $100 million of the health sector aid budget, over five years, will be directed towards a 'Water for Women' initiative. With a particular focus on disabled women, the initiative will work with NGOs on 'innovative ways to improve water, sanitation and hygiene services, focusing on women, girls and people with disabilities in the poorest communities' (Commonwealth of Australia 2017a, 68).
The final program is on 'health innovation, and new approaches and solutions that benefit our region'. This program includes a $100 million investment, over four years, in a public-private partnership with Bloomberg Philanthropy Data for Health initiative. This program is focused on improving public health data collection processes in developing countries in order to link cause of morbidity and mortality to service delivery and resourcing.
How does the five pathways health strategy sit within Australia's aid investment priorities? In the entirety of Australia's 2017-2018 aid budget ($3.9 billion AUD), the health sector came fifth out of seven ODA priority sectors (13.3% of the budget is spent on health programs) (Commonwealth of Australia 2017c, vi). Health, Water and Sanitation budget in 2016-2017 was 62.3 million AUD. This aid budget is separate to investments in UN systems, such as the World Health Organization, Global Health Programs (such as GAVI), and separate to health sector investments in bilateral country programs. Papua New Guinea and Indonesia, Australia's two closest neighbouring countries, are the largest recipients of Australia's bilateral aid receiving 477.3 million and 296 million AUD (respectively). The Pacific region receives the largest contribution of bilateral aid, 910.6 million AUD, followed by Southeast Asia at 657.5 million AUD (Commonwealth of Australia 2017c, 7-8). In the Pacific, health sector investment through bilateral programs is 14.4% of the total budget, fourth out of seven priority areas (Commonwealth of Australia 2017c, 12). In Southeast Asia, health sector investment is 6.2%, sixth out of seven priority investment areas (Commonwealth of Australia 2017c, 28). There is no bilateral country or sector disaggregation for the Gender Equality Fund, but it was listed as $55 million for 2016-2017 budget (Commonwealth of Australia 2017c, 8). The program's three priorities are growing local women's leadership in and peace-making, economic empowerment, and ending violence against women and girls (Commonwealth of Australia 2017c, 76). Illustrations of these programs in action include 'improving women's influence over benefits of the extractive industry in PNG; strengthening women's leadership in Laos; reducing child marriage in Indonesia; and supporting female victims of acid attacks in Bangladesh' (Commonwealth of Australia 2017c).
We can distil two points from Australia's investment in health and gender to date. Health is a low priority within Australia's aid program (also see Howes 2017) . Gender investment is rising and these are gender-responsive programs that will bring positive health outcomes for women and girls, i.e. treatment clinics for women who have suffered domestic violence, and strategies to reduce child marriage (and in turn teenage pregnancies). Moreover, there are significant gender-responsive health programs initiated by Australia such as Water for Women and Sexual and Reproductive Health Program in Crisis and Post Crisis Situations (SPRINT) (see below). Nonetheless, within the health aid sector-excluding reproductive health-gender empowerment programs receives the lowest portion of funding.
How do we explain why gender-responsive programming is so low, despite gender empowerment being one of its three priority areas? 4 The answer, I argue, must consider the findings of the Global Health 50/50 Report. That is, the persistent siloing of genderresponsive programming in the global health space outside of women's health. This is clearly illustrated in Australia's own health sector response. It was mentioned above that of the five health sector programs, the Health Security Initiative program is now the best funded. This program is also, significantly, the least gender inclusive in its language, metrics for evaluation, and test for policy effectiveness.
Gender inclusion in the health security initiative for the Indo-Pacific
In October 2017, the Foreign Minister Julie Bishop announced the largest strategic health funding investment by her government, to date, with a $300 million investment over five years in the Health Security Initiative for the Indo-Pacific (Minister of Foreign Affairs 2017). Now, as Stephen Howes wrote in October 2017, this investment was not additional aid money and it does the beg question of why health funding was consistently reduced (by 38% in last five years) (Howes 2017) . Nonetheless, the Health Security Initiative for the Indo-Pacific was announced as a strategy to 'combat health threats that cross national borders' that, with the creation of the 'Indo Pacific Centre for Regional Health Security', will support and 'strengthen health systems and invest in research and partnerships to mitigate the social and economic risks of a major disease outbreak.' (Minister of Foreign Affairs 2017).
The four investment priorities listed under the Initiative are: (1) Promoting global and regional cooperation; (2) Catalysing international support; (3) Capitalising on Australia's strengths; and (4) Accelerating access to new products (Commonwealth of Australia 2018: website). However, if we use the Global Health 50/50 Report as our guide to look for evidence of gender-responsive planning and women's leadership in the initiative itself, we may observe that none of the four programs' investment focus (to date) have any references to women's representation or gender equality provisions. Furthermore, the Australian Government's Health Security Initiative is not meeting DFAT's own aid effectiveness policy test-there is no mention of gender equality within its strategic priority and no mention of how the program will address gender equality.
For example, in the health security initiative investment priority there is discussion of a specific call for health systems and policy research that will contribute to improved health security in the region, including through building regional research capacity. Up to $16 million will be allocated over three years to high-quality, collaborative, health systems and policy research with a particular focus on Southeast Asia and the Pacific. (Commonwealth of Australia 2018: website)
Of the successful grants announced in 2018, none mention in their open access material a dedicated focus and investment in gender inclusive or gender-responsive research (however, two of the seven programs are led by women researchers). The initiative mentions the creation of 'Health Security Corps', and here there is an opportunity to discuss the importance of intersectional diversity in appointments directed at 'the establishment of a health security corps to help strengthen regional preparedness to respond to emerging health threats. The health security corps will support professional placements in non-clinical roles in government agencies, NGOs, international organisations, research bodies and regional institutions.' (Commonwealth of Australia 2018: website). Again, however, there is no mention of the Australian government's aid commitment to empower women and girls in the health security corps program. One may ask whether this is unintentional. There are large gaps in gender responsiveness and gender inclusion programming in response to disease outbreak events and pandemic preparedness in the global health governance space (Davies and Bennett 2016; Harman 2016) .
The Australian government was aware of the lack of gender investment in regional health security programs over the last decade. In 2017, the Australian government published a study by the Office of Development Effectiveness, Evaluating a Decade of Australia's Efforts to Combat Pandemics and Emerging Infectious Diseases in Asia and The Pacific 2006-2015: Are Health Systems Stronger (Commonwealth of Australia 2017b). In this report, it was found that in addition to low and middle income countries still falling short of capacity investment necessary to strengthen health systems in the event of an international public health emergency, 'the conceptual understanding and program implementation and outcomes still need to be strengthened' when it comes to understanding the link between gender, (EID) exposure, and vulnerability (Commonwealth of Australia 2017b, 6). The report states that despite finding 'good' examples of gender analysis and research within 'some' of the country-level and health initiative programs, there was 'limited evidence of implementation or results' (Commonwealth of Australia 2017b). For example, a framework was developed in 2011 to identify how sex and gender differences affect people's exposure to infectious diseases (especially zoonotic) diseases (Commonwealth of Australia 2017b, 107). The review found that not only was this framework not further developed or piloted, and fieldwork countries had not even heard of the framework. Failure to implement rested with a number of the program's actors including the Association of Southeast Asian Nations + 3 EID program and the World Health Organization, but ultimately it rested with the Australian Government as lead donor (Commonwealth of Australia 2017b, 108) . This verbal commitment to gender but failure to deliver speaks to OECD's finding (above) that the gap between commitment, implementation and oversight to reduce that gap. The Office of Development report recommended that 'to prevent this problem from re-occurring, DFAT's future investments in regional health security should take a more rigorous approach to ensuring gender differences and their effects are addressed' (Commonwealth of Australia 2017b, 6).
On the basis of the open source material available for the $300 million regional health security initiative, it does not appear that these recommendations have contributed to shape or inform gender responsive and gender inclusive strategic objectives, funding, or implementation in the Health Security Initiative for the Indo-Pacific.
The siloing of health issues and gender inclusion is demonstrated in the fact that outside of health security programming-albeit the largest recipient of health sector aid-Australia is delivering gender responsive and gender inclusive health aid programming. It is thus concerning that this important work is not being linked in with the health security initiative. In 2007, the Australian government has been delivering the Sexual and Reproductive Health Program in Crisis and Post Crisis Situations (SPRINT) program in partnership with the International Planned Parenthood Federation. To date, this program has assisted 'over 890,000 people with sexual and reproductive health services in crisis-affected places-preventing avoidable maternal deaths, reducing unplanned pregnancies, preventing illness and deaths of newborns and reducing rates of Human Immunodeficiency Virus (HIV) and other diseases' (Commonwealth of Australia 2017c, 75). SPRINT has received $26 million AUD since its inception in 2007, and the 2016-2019 pledge is $9.6 million. This is compared to the $300 million earmarked for health security program from 2017 to 2022.
The SPRINT program is a targeted health assistance program but it illustrates the opportunity and necessity to develop an understanding of the relationship between gender and disease surveillance, gender and risk communication, gender and trust in health systems-all vital components of disease outbreak response and containment (Davies and Bennett 2016) . SPRINT manages relationships in high-risk environments every day-the knowledge and skills learned from engaging with a community of unpaid health care labourers (women) is translatable to environments, such as over-burdened clinics and hospitals during a pandemic. A health crisis, particularly in a low capacity setting with poor governance structures, creates the kind of fear, mistrust and violence seen in humanitarian settings. This program provides expertise and knowledge on 'the needs of women and girls in crisis through the provision of basic health and protection services and supplies', which is vital to translate to a health emergency situation. Moreover, it provides an opportunity to think inclusively and holistically in health funding programs-to include community-level NGOs and health care workers and connect their EID health system strengthening delivery to gender-responsive programming.
There are further lost opportunities when it comes to linking health system strengthening and research with gender-responsive programming. There are the Gender Equality Program within the Department that engage with local women civil society organisations, the Water for Women Initiative within the health programming sector, and the Health Innovation program dedicated to improve in-country data collection. These programs provide important opportunities for the health security initiative to intersect with gender-responsive programs that would serve to improve health system strength and resilience in the Indo-Pacific regionand address the risk to livelihood and liberty faced by those at greatest risk during health crises. We saw this risk too clearly during the Ebola outbreak and we still, today, have little knowledge of how disease outbreaks in our region such as H5N1 and Dengue affect gender relations within communities (Commonwealth of Australia 2017b).
The absence of gender analysis and research on outbreak events in the region is a lost opportunity for the Australian government to demonstrate leadership in promoting the relationship between gender equality, gender equity, and resilience in the face of humanitarian disasters and emergencies. The Ebola outbreak in West Africa revealed that the disease itself and health consequences of the outbreak affected women and men differently. Women were more likely to be displaced due to the crisis, unable to attend school, engage in formal employment. The crisis also affected women's health outcomes differently to men. Estimates vary but possibly up to a third of women in Sierra Leone and Liberia, during the crisis, were unable to receive treatment during the crisis for prenatal and postnatal maternity care, malarial treatment, and access to HIV antivirals (Davies and Bennett 2016; Philips 2017) . Women were vital in providing informal care roles within villages and urban areas; and they were depended upon to instigate and maintain the WASH procedures in many communities affected by Ebola (Harman 2016) . The health security initiative could become a regional hub for providing a gender-sensitive risk analysis of poverty alleviation strategies, risk communication strategies, and social infrastructure tailored to different communities within Asia Pacific that is gender sensitive, gender responsive, and intersectional.
Conclusion
Gender inclusive programs and women's representation as leaders within the global health space is low. The first attempt to score bilateral and multilateral global health programs has found, however, that donor states rank amongst the best performers in terms of gender-responsive health programming (Global Health Report 50/50 2018) . This finding compliments the 2018 OECD annual report on development cooperation which found that the majority of donor countries are progressively working towards gender responsive and gender inclusive aid programs. Australia was noted in the OECD report as one of the strongest performers with 72% of its aid budget including gender equality as one of its main objectives. However, in the health aid sector within Australian aid we see a sharp dip in this otherwise strong performance. This article was concerned with examining whether there was an anomaly in the Australian case and what explains this anomaly in Australia's health aid sector.
The health sector is one of the lowest funded priorities within the Australian aid budget. Despite the low percentage of funding, the Australian government has made long-term funding commitments that have linked significant health programs to a gender equality target. The Australian Government has strong gender inclusive programming in place in the WASH, SPRINT and Health Innovation programs. Notably, however, the largest health sector investment to date-the Indo-Pacific Regional Health Security Initiativehas few (if any) gender inclusive or gender responsive targets in its strategic objectives, funding, and organisation. Despite the recommendation of the Office of Development Effectiveness that any future investment by Australian government in EID programming must ensure a more 'rigorous approach to ensuring gender differences and their affects are addressed', there is very little evidence of this advice being followed in any of the four health security initiative programs (Commonwealth of Australia 2017b, 6). It is no coincidence that in Australia's health aid programming the two areas where the gender equality targets are met is the WASH (Water and Sanitation) program and the humanitarian (sexual and reproductive health) programs. These programs are vital and have been essential in addressing health discrimination practices against women seeking access to sexual, reproductive, and sanitation needs in the region. However, the lessons, engagement, and research from these programs are siloed from Australia's largest health sector aid investment, the EID aid program. This must end. EID response requires mainstreaming gender engagement and gender responsive programs into its technical and programmatic programs. More effort needs to be dedicated to ensuring the health security initiative leads the way in ending global health silo behaviours that have given rise to gender gaps and lack of gender diversity in health sector aid. This article has recommended how and where more effort could be directed to link the health security programs with existing Australia health aid programs to deliver on holistic gender mainstreamed approaches to health system strengthening in the Asia Pacific region.
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